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FISCAL  YEAR  1997  ,  IN-SERVICE 
RULES  AND  REGULATIONS 


1.  HOURS  ARE  APPROXIMATELY  8:30-3:30  P.M.   TUESDAY  TRHOUGH 
FRIDAY. 

2.  THIS  IS  A  SMOKE  FREE  ENVIRONMENT.     SMOKING  IS  PROHIBITED 
ANYWHERE  INSIDE  THIS  FACILITY 

3.  DRESS  CODE  MUST  BE  ADHERED  TO.        (SEE  BELOW) 

4.  MESSAGES  WILL  BE  HELD  UNTIL  BREAK.     CLASS  WILL  BE  INTERUPTED 
FOR  EMERGENCIES  ONLY. 

5.  NO  PERSONAL  READING,    INCLUSIVE  OF  NEWSPAPERS,    DURING  CLASS 
LECTURES . 

6.  NO  FOOD  OR  DRINKS  ALLOWED  IN  THE  CLASSROOM. 

7.  ALL  OFFICERS  ARRIVING  LATE  FOR  IN-SERVICE  SHALL  BE  SUBJECT 
TO  THE  FOLLOWING  PROCEDURES: 

LATE  FOR  CLASS   IS  DEFINED  AS  ARRIVING  LATER  THAN  THE 
DESIGNATED  CLASS  START  TIME.     THE  OFFICER  IS  CONSIDERED  LATE 
IF  HE/SHE  IS  NOT  PRESENT  FOR  ATTENDANCE  WHICH  WILL  BE  TAKEN 
AT  8:30  A.M.  EACH  MORNING. 

OFFICERS  WHO  ARRIVE  LATE  FOR  CLASS  WITHOUT  THE  EXPRESSED 
PERMISSION  OF  THEIR  EMPLOYING  AGENCY  SHALL,   AT  THE 
DISCRETION  OF  THE  PROGRAM  COORDINATOR,    SHALL  BE  DISMISSED 
FROM  THAT  DAYS  TRAINING  PROGRAM  AND  SENT  BACK  TO  THEIR 
RESPECTIVE  DEPARTMENTS.  ANYONE  ARRIVING  LATE  SHOULD 
IMMEDIATELY  REPORT  TO  THE  PROGRAM  COORDINATOR  PRIOR  TO 
ENTERING  THE  CLASSROOM.     THIS  POLICY  WILL  BE  STRICTLY 
ENFORCED . 

8.  LUNCH  IS  ONE    (1)   HOUR,   DEPENDING  UPON  SCHEDULED  CURRICULUM. 

**DRESS  CODE  IS"  AS  FOLLOWS: 

A)  NO  T  SHIRTS/SWEATSHIRTS 

B)  DENIM  TROUSERS  OF  ANY  TYPE  OR  COLOR,    SWEATPANTS,  SHORTS 
AND  SIMILAR  ITEMS  OF  APPAREL  ARE  NOT  AUTHORIZED;  AND 

C)  ATHLETIC  FOOTWEAR  AND  SANDALS  ARE  NOT  AUTHORIZED. 

9.  VEHICLES  MUST  NOT  BE  PARKED  ALONG  CURB  IN  FRONT  OF  BUILDING 
AS  IT  IS  RESERVED  FOR  TODDLER  DROP  OFF/PICK  UP  AND  FOR 
HANDICAP  ACCESS.   YOU  WILL  BE  ASKED  TO  MOVE  YOUR 
CRUISER/VEHICLE  IF  YOU  VIOLATE  THIS  REGULATION. 


SEXUAL 


Sexual  Harassment 
Equal  Employment  Opportunity  Commission 


"Unwelcome  sexual  advances,  requests  for  sexual 
favors,  and  other  verbal  or  physical  conduct  of  a 
sexual  nature  constitutes  sexual  harassment  when: 

1 .  Submission  to  such  conduct  is  made  either  explicitly  or 
implicitly  a  term  or  condition  of  an  individual's 
employment; 

2.  Submission  to  or  rejection  of  such  conduct  by  an 
individual  is  used  as  the  basis  for  employment  decisions 
affecting  such  individuals; 

or 

3.  Such  conduct  has  the  purpose  or  effect  of  unreasonably 
interfering  with  an  individual's  work  performance  or 
creating  an  intimidating,  hostile,  or  offensive  working 
environment." 


Quid  pro  quo  liability 

Quid  pro  quo  liability  is  established  when  a  sexual 
act  is  the  condition  precedent  before  an  individual  is 
hired  or  promoted  or  becomes  the  recipient  of  any 
other  job  benefit. 

Conversely,  Quid  pro  quo  liability  can  be  found 
when  the  refusal  to  engage  in  a  sexual  act  is  the 
reason  for  the  refusal  to  hire,  the  firing,  a  denied 
promoted,  or  a  withheld  job  benefit. 


Elements 


Plaintiff  must  show  that  the  sexual  demand  was 
linked  to  a  tangible,  economic  aspect  of  an 
employee's  compensation,  term,  condition,  or 
privilege  or  employment. 


Hostile  Working  Environment 


Individuals  who  must  work  in  an  atmosphere  made  hostile 
or  abusive  by  the  unequal  treatment  of  the  sexes  are  denied 
the  equal  employment  opportunities  guaranteed  to  them  by 
law  and  the  constitution. 


Elements 

1 .  Employee  belongs  to  a  protected  group 

2.  Employee  was  subject  to  unwelcome  harassment 

3.  The  harassment  was  based  on  sex,  and  but  for  the 
employee's  gender,  the  employee  would  not  have  been 
subjected  to  the  hostile  or  offensive  work  environment 

4.  The  sexual  harassment  affected  a  term,  condition,  or 
privilege  of  employment 


SUBSTANCE 
ABUSE 
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SUBSTANCE  ABUSE 


1.  DRUG  TAKING  COMES   CLOSE  TO  BEING   A  CULTURAL  UNIVERSAL 

2.  MARIJUANA  (   The  most  popular  illegal  drug  in  this  country   )   HAS  BEEN 
USED  BY  MORE  THAN  60  MILLION  AMERICANS. 

(A)    SOCIAL  CONTEXT  &  HUMAN  MEANING 
I.   SOCIAL  CONTEXT:   Refers  to  the  setting  in  which  Drug  Use  takes  place. 
( B ) THE   FOUR   CENTRAL  ASPECTS  OF  THE  DRUG  REALITY # 

1.  Drug  Definition 

2.  Drug  Effects 

3.  Drug  Related  Behavior 

4.  Drug  Experience 

(C)  OBJECTIVE  VRS.    SUBJECTIVE  EFFECTS 

1.  We  must  understand  HOW  &  WHY  the  drug  is  taken  to  understand  the 
phenomenon  of  Drug  Use. 

(D)  HUMAN  EXPERIENCE   &  MEANING 

1.   Internal  Vrs.  External 

EXTERNAL  MEANING  -  is  assigned  to  objects  &  behavior  in  the  process  of 

human  experience  &  is  very  OBJECTIVE  in  nature  # 

INTERNAL  MEANING  -  is  arrived  at  as  a  result  of  a  private  act  of  choosing 

on  the  individuals  part  and  is  very  SUBJECTIVE  in 
nature . 

(THIS   IS  VERY   IMPORTANT  BECAUSE) 

DRUG  EXPERIENCES  &  DRUG   EFFECTS  WILL  VARY  WHEN  DIFFERENT  MEANINGS  ARE 
BROUGHT   INTO  THE  DRUG  TAKING  SITUATIONS. 

EG.   THE  SELF  FORFILLING     PROPHECY     -  Coke  &  Asprin 


DRUGS  &  DRUG  USE 
(A)    THE   ACUTE   -  CHRONIC  DIMENSION 

1.  ACUTE  SUBJECTIVE  -(EFFECT)-  Cocaine  Euphoria 

2.  ACUTE  OBJECTIVE  -(EFFECT)-   ( ALCOHOL ) -Decline  in  Motor  Skills 

3.  CHRONIC- ( EFFECT )    (ALCOHOL)   -  Severe  Liver.  Damage  • 

(B)   DRUG  IDENTITY  -  No  matter  how  influential  Social  Factors  are,  it 

still  makes  a  great  deal  of  difference  just  what 
drug  the  user  is  ingesting. 


(C)  DRUG  DOSE         1.  What  is  the  customary  dose  of  the  drug  that  is  taken? 

2.  What  are  the  drug  effects  at  those  dosage  levels? 

IN  ORDER  TO  KNOW  A  DRUGS   EFFECTS,    IT   IS   FIRST  NECESSARY 
TO  KNOW  THE  DOSE  OF  THE  DRUG  THAT   IS  TAKEN  • 

(D)  POTENCY  &  PURITY 

1.  POTENCY  -  Potency  refers  to  the  quantity  of  a  drug  that  will  produce  a 

given  effect,  therefore ,  the  lower  the  dose  it  takes  to  pro- 
duce a  given  effect,   the  higher  the  potency  of  that  drug. 

2.  PURITY  -     The  percent  of  the  batch  or  sample  this  is  actually  composed 

of  the  drug  in  question. 

(E)  DRUG  MIXING 

1.  Drug  Mixing  is  extremly  common,  many  people  who  take  one  drug,  use 
another  in  combination  with  it. 

SPEEDBALL  -  Cocaine  &  Heroin. 

Alcohol  &  Barbiturates 

Quaaludes  &  Beer 

2.  SYNERGY  -  Certain  Drugs  taken  simultaneously  have  a  stronger  effect 

than  if  taken  separately,   BECAUSE,    one  drug  will  MULTIPLY 
the  effects  of  the  other .  « 
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(F)   ROUTE  OF  ADMINISTRATION 
THE  WAY  A  DRUG   IS  TAKEN  WILL   INFLUENCE   THE   EFFECT  IT  HAS   ON  THE  USER . 


1.  INTRAVENOUS   INJECTION  -  Mainlineing 

2.  INTRAMUSCULAR   INJECTION  -  Skin  popping 

3.  SNORTING  - 

4.  ORAL  DOSES 

5.  SMOKING   (   Crack  ) 


(G)  HABITUATION 

1.  Habituation  refers  to  how  accustomed  one  is  to  taking  a  certain  drug, 
since  the  continues  use  of  most  drugs  leads  to  TOLERANCE   ,   or  build 
up  of  the  guantity  necessary  to  obtain  a  given  effect. 

2.  Behavioral  Tolerance  -  Users  become  increasingly  experienced  with  the 
drug  &  learn  to  handle  its  effects. 


(H)    SET  &  SETTING 

1.  The  term  SET  refers  to  the  psychic,  mental  &  emotional  state  of  the 
individual  taking  the  drug. 

2.  SETTING  refers  to  the  social  &  physical  environment  with  in  which  the 
drug  use  'takes  place. 

1.  Taking  a  drug  with  friends  or  strangers 

OR 

2.  Taking  a  drug  in  surroundings  in  which  the 
user  is  comfortable  or  uncomfortable. 

CLEARLY,    SETTING   IN  PART  DETERMINES   SET « 
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(I)    CLASSIFICATION  OF  DRUGS   AND  THEIR  EFFECTS 

ONE  OF  THE  BASIC  PRINCIPLES   OF   PHARMACOLOGY   IS   THAT  ALL  DRUGS  HAVE 
MULTIPLE  EFFECTS.    SO   IT  IS  ALMOST  IMPOSSIBLE  TO   CLASSIFY  THEM  BY 
THEIR  EFFECTS. 

HOWEVER 

ALMOST  ALL  DRUGS  DUE   HAVE  AN  EFFECT  ON  THE  CENTRAL  NERVOUS  SYSTEM 

1.  STIMULANTS  -  Speeds  up  signals  passing  thru  the  CNS . 

2.  DEPRESSANTS  -  Inhibit  or  slow  down  signals  passing  thru  the  CNS. 

TWO  BASIC  TYPES  OF  DEPRESSANTS  • 
A.    ANALGESICS  B.   GENERAL  DEPRESSANTS 

(A) ANALGESICS 

1.  Analgesics  inhibit  one  main  action  of  the  CNS,   the  perception  of 
pain . 

2.  For  our  purposes,   narcotics  are  the  most  important,   because  they 
produce  a  physical  dependency  called  an  addiction. 

OPIUM  SYNTHETICS   /  SEMISYNTHETIC 

1.  MORPHINE  1.  PERCODAN 

2.  HEROIN  2.  METHADONE 

3.  CODEINE  3.  DEMEROL 

(A-l)NON  NARCOTIC  ANALGESICS  * 
1.  have  pain  killing  properties  -but  are  non-habit  forming  -  NO  HIGH. 
ASPIRIN     -     DARVON     -  TALWIN 
(B)   GENERAL  DEPRESSANTS 

"MAJOR  MINOR 

1.  Used  for  Major  Mental  Illness  l.Used  for  minor  mental  illness 
and  are  called  ANTIPSYCHOTICS 

( 1 )SEDATIVES  s 

(   Two  categories  of  Barbiturates  ) 

LONG  ACTING  SHORT  ACTING 

2.  ( PHENOBARBITAL )    -  Takes  a  2.    ( TUINAL-SECONAL-AMYTAL 
long  time  to  act  and   is  NEMBUTAL)-  Takes  a  short 
not  used  as  a  recreational  to  act  -  Produces  a  high  & 
drug                                                                      and   is  used  as  a   street  drug 


(2)  TRANQUILIZERS 

METHAQUALONE  (  Qualudes  ) ,  PAREST  SOPOR  -  Produce  effects  very  similar 
to  those  of  barbituates  and  is  very  popular  as  a  recreational  drug. 


(C)  HALLUCINOGENS 

Have  effects  on  the  CNS  that  are  not  fully  understood,  therefore  they 
have  their  own  category. 

( 1 )  LSD 

(2)  MESCALINE 

(3)  PSILOCYBIN 

( 4 )  MDMA 

(5)  PCP   (   Angel  Dust  ) 

NOTE:  Marijuana  has  been  classified  as  a  STIMULANT ,  a  DEPRESSANT ,  and 
most  recently  a  HALLUCINOGEN ,  therefore  it  has  been  placed  into 
its  own  category. 

(D)    CROSS  DEPENDENCE  &  CROSS  TOLERANCE 

(D-l)   CROSS  DEPENDENCE  _  Drugs  that  are  put   into  a  specific  category 

can  replace  or  substitute  for  an  other  drug 
EFFECT  wise. 

(D-2)   CROSS  TOLERANCE  -  High  tolerance  for  one  drug  in  a  category  will 

produce  a  high  tolerance  for  all  the  drugs  in 
that  category. 

(E)    ROUTE  OF   ADMINISTRATION  • 

There  is  a  category  of  drugs  that  are  classified  by  their  route  of 
administration. 

(E-l)   INHALANTS  -  Drugs  that  are  inhaled  or  sniffed,   not  smoked, 

swallowed  or  injected. 

a.  NITROUS  OXID   (   Laughing  Gas  ) 

b.  AMYL  NITRITE 
C.    BUT YLNI TRITE 

A.K.A.   POPPERS,   SNAPPERS,   AMYS  or  RUSH.   Plus  various  substances  that 
contain  TOLUENE  such  as  SOLVENT  &  GLUE. 


ADDICTION  &  DEPENDENCE 


A.   CLASSIC  ADDICTION:    If  a  person  takes  certain  drugs  in  sufficient 

quantity  over  a  sufficiently  long  period  of 
time,   and  stops  taking  the  drug  abruptly,  the 
user  will  experience  a  set  of  physical  symptoms 
known  as  withdrawal. 

Depending  on  the  dose  and  duration  of  the  drug 
use,   these  symptoms  will  include: 

CHILLS-FEVER-DIARRHEA-MUSCULAR  CRAMPS-NAUSEA 

VOMITING-MUSCULAR  TWITCHING-GENERAL  BODY  ACHES 

PAINS   ESPECIALLY   IN  THE  BONES  &  JOINTS 

The  Withdrawal  Syndrome  is  the  CNS  way  of  compensating  for  the  removal 
of  the  drug  after  the  body  has  become  acclimated  to  its  presence  and 
effects . 

However  certain  drugs  do  not  have  Physically  addicting  properties, 
regardless  of  the  dose  of  the  drug  administered  or  the  length  of  time 
the  drug  is  ingested. 

The  same  sort  of  withdrawal  symptoms  exhibited  with  heroin,  alcohol 
or  the  barbiturates  can  not  be  induced  in  humans  or  animals  taking 
L.S.D.,  Marijuana  or  Cocaine. 

Therefore,   if  using  the  classic  definition  of  addiction,   then  certain 
drugs  are  clearly  addiction  and  other  drugs  are  not. 

During  the  1970s  &  80s,   Researchers  began  to  see  some  strong  parallels 
between  Physical  &  Psychological  dependence  which  suggested  that  pre- 
haps  the  concept  of  psychological  dependence  was  a  strong  contributing 
factor . 

In  fact  many  studies  conducted  on  the  subject  indicated  that  Psycho- 
logical dependence  may  be  more  important  than  physical  dependence  in 
much  drug  use,   including  narcotic  addiction. 

DRUG  DEPENDENCY 

PSYCHOLOGICAL  DEPENDENCE  -  based  on  REINFORCEMENT  is  apparently  the 
real  driving  force  behind  even  narcotic  addiction.  Tolerance  and 
Physical  dependence  are  less  important  contributors  to  the  problem. 


We  are  therefore  led  to  the  following  inescapable  conclusions  with 
respect  to  drugs  and  dependence. 

(1)  Psychic  &  Physical  dependence  are  two  separate  and  to  some 
degree  independent  phenomena. 

(2)  Substances  vary  in  their  potential  for  causing  Psychological 
Dependence . 

(3)  The  more  reinforcing  the  drug,   the  higher  its  potential  for 
psychological  dependence. 

(4)  Psychological  dependence  is  a  continuum  with  gradations 
between  substances  whereas  Physical  dependence  is  probably 
more  of  an  all  or  nothing  affair. 

(5)  Substances  vary  in  their  immediate  sensuous  appeal. 

(6)  Different  Routes  of  Administration  are  differentially 
capable  of  generating  intense  &  immediate  pleasure  in 
individuals  who  take  drugs  by  these  means. 

(7)  Individuals  vary  with  regard  to  their  degree  of  suscept- 
ability     &  Vulnerability  to  becoming  Psychological  depend- 
ent on  varying  substances. 
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Article  7 


Drugs,  Alcohol  and  Violence: 
Joined  at  the  Hip 


Joseph  A.  Califano,  Jr. 

Drugs,  alcohol  and  violence  are  joined  at  the  hip,  three  maraud- 
ing musketeers,  marching  in  lock  step  through  the  streets  of 
American  cities,  towns  and  villages,  leaving  in  their  wake  a 
grisly  kaleidoscope  of  crime,  terrified  citizens,  overcrowded 
prisons,  overwhelmed  court  systems,  and  property  damage  and 
security  systems  that  raise  the  price  of  everything  we  do  from 
going  to  the  movies  to  depositing  money  in  the  bank  and  buying 
groceries  at  the  supermarket. 

Murder.  Date  rape.  Vandalism.  Child  abuse.  Wild-west 
shootouts  in  urban  streets.  Devastated  neighborhoods.  Metal 
detectors  at  school  entrances  and  teachers  locked  in  classrooms 
for  their  own  safety.  Forty  thousand  highway  deaths.  Hospital 
emergency  rooms  chock-a-block  with  injuries  from  knife  and 
gunshot  wounds,  domestic  violence  and  household  accidents. 
City  dwellers  on  an  afternoon  walk  accosted  by  angry  homeless 
people.  Parks  shut  down  at  night  because  they're  too  dangerous 
for  anyone  to  walk.  Destroyed  neighborhood  basketball  courts 
and  playgrounds.  .  . 

Look  behind  any  of  these  symptoms  of  savagery  in  our 
society  and  more  than  likely  you  will  find  lurking  in  the 
shadows  alcohol  and  drug  abuse  and  addiction. 

Watch  a  local  television  newscast,  read  a  daily  newspaper  or 
walk  a  city  street  and  the  anecdotal  evidence  of  the  ravages  of 
drug  and  alcohol  abuse  is  splattered  all  over  it. 

►  Twelve-year-old  Polly  Klaas  was  kidnapped  at  knifepoint 
during  a  slumber  party  and  found  strangled  to  death  not  far  from 
her  home  in  the  small,  sleepy  town  of  Petaluma,  California.  The 
murderer  was  39-year-old  Richard  Allen  Davis,  an  ex-con  with 
a  history  of  alcohol  and  drug  abuse  and  run-ins  with  the  law 
since  age  12.  On  parole  following  a  previous  kidnapping,  Davis 
was  taking  a  "potpourri"  of  drugs  that  night  and  "still  doesn't 
know  why  he  did  it."  Raised  by  an  alcoholic  father,  Davis  was 
first  arrested  for  being  drunk  and  disorderly  at  age  19.  People 
Magazine,  December  20,  1993. 

►  Thirteen-year-old  Joseph  Chaney,  held  without  bail  for 
trial  as  an  adult  for  robbing  a  man  at  gunpoint,  was  six  years  old 
at  the  time  of  his  first  of  more  than  15  arrests.  His  home  life  was 


in  shambles  due  to  his  mother's  drug  addiction.  "Life  wasn't 
like  I  wanted  it  to  be,"  says  Joseph  about  those  days.  He 
dreamed  of  living  in  "a  rich  house"  where  the  refrigerator  was 
always  full.  Last  year,  Joseph  missed  120  days  of  school.  The 
Wall  Street  Journal,  November  30,  1993. 

►  Ten-year-old  Sheriff  S.  Byrd,  eulogized  as  a  "bright  little 
star"  by  the  firefighter  who  tried  to  save  him,  was  playing  with 
friends  near  his  home  on  a  crack-infested  block  in  the  Bronx 
when  he  was  killed  by  a  stray  shot  from  a  .357  Magnum  during 
a  shootout  among  four  drug  dealers.  Four  years  later,  32-year- 
old  Amado  Pichardo  was  charged  with  second-degree  murder 
and  criminal  possession  of  a  weapon.  A  bullet  from  his  gun, 
police  said,  hit  Sheriff  in  the  back  that  afternoon  when  Pichardo 
shot  at  three  other  drug  dealers. 

►  Two  children — a  son,  12,  and  a  daughter,  6 — bade  their 
mother  a  tearful  goodbye  as  she  was  led  away  to  serve  a 
minimum  five-year  sentence  for  killing  the  man  accused  of 
molesting  her  son.  Ellie  Nesler  shot  Mark  Driver,  35,  five  times 
in  the  head  and  neck  while  he  sat  in  a  courtroom  during  a 
hearing  to  determine  if  he  should  stand  trial.  She  admitted  using 
methamphetamine  on  the  day  of  the  shooting.  The  New  York 
Tunes,  January  9,  1994. 

►  A  28-year-old  legal  secretary,  Lisa  Bongiorno,  sits  in  a  cell 
at  Rikers  Island  facing  the  possibility  of  life  in  prison.  Charged 
with  killing  two  high-ranking  Greek  Orthodox  priests  in 
Queens,  New  York,  she  was  smoking  her  weekly  ritual— $10 
worth  of  PCP— when  her  car  plowed  into  theirs.  Every  weekday 
morning,  Ms.  Bongiorno  went  to  her  job  at  a  Manhattan  law 
firm;  every  Sunday  morning,  she  took  her  7-year-old  daughter 
to  church,  and  every  payday  for  the  last  10  years  she  "had  to  get 
high."  The  arresting  officer  reported:  "She  said  she  drove  into 
upper  Manhattan  to  purchase  two  dime  bags  of  PCP.  She  stated 
that  while  driving  back  she  smoked  one  of  the  bags  of  PCP  in  a 
pipe  and  she  remembered  being  in  the  accident."  New  York 
Newsday,  March  19  and  March  26,  1994. 

►  A  couple  living  in  a  shelter  for  the  homeless  in  Westchester 
County,  New  York,  were  charged  with  accidentally  smothering 
their  baby  to  death  in  a  crack-induced  stupor.  The  couple  have 
lengthy  criminal  records,  including  drug  possession.  The 
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From  the  Center  on  Addiction  and  Substance  Abuse  at  Columbia  University,  Annual  Report  1993,  pp.  6-10.  Reprinted  by 
permission. 


1.  CRIME  AND  JUSTICE  IN  AMERICA 


mother  had  fallen  asleep  and  rolled  over  on  her  two-month-old 
infant.  She  was  on  probation  after  conviction  of  possessing  drug 
paraphernalia.  The  New  York  Times,  December  31,  1993. 
►  In  Austin,  Texas,  in  CASA's  Children  at  Risk  program 
for  6th,  7th  and  8th  graders,  parents  asked  the  police  to  protect 
safe  houses  that  the  parents  were  willing  to  establish  on  each 
block  of  a  seven-block  corridor  their  children  had  to  walk  to 
school.  The  parents  wanted  to  give  their  children  a  place  for 
escape  when  drug  dealers  accosted  them  or  hopped-up  teens 
tried  to  rape  or  rob  them. 


At  least  two  of  the  three  million  individuals 
on  probation  or  parole  in  the  United  States 
have  drug  or  alcohol  abuse  or  addiction 
problems. 


The  statistical  evidence  is  overwhelming: 

►  Alcohol  and/or  drug  abuse  is  implicated  in  some  three- 
fourths  of  all  murders,  rapes,  child  molestations  and  deaths  of 
babies  and  children  from  parental  neglect. 

►  In  Boston,  alcohol  and/or  drug  abuse  was  involved  in  89 
percent  of  the  cases  of  infant  abuse. 

►  In  1993,  American  taxpayers  forked  over  more  than  $6 
billion  in  federal,  state  and  local  taxes  just  to  incarcerate 
individuals  sentenced  for  drug  offenses. 

►  At  least  two  of  the  three  million  individuals  on  probation  or 
parole  in  the  United  States  have  drug  or  alcohol  abuse  or 
addiction  problems. 

►  In  Arkansas,  95  percent  of  the  children  in  juvenile  court  are 
charged  with  drug-  or  alcohol-related  crimes. 

►  The  average  prisoner  downs  eight  drinks  a  day  during  the 
year  before  the  crime  for  which  he  is  convicted. 

THE  COLLAPSE  OF  THE  AMERICAN  . 
SYSTEM  OF  JUSTICE 

The  pandemic  of  drug  and  alcohol  abuse  is  destroying  our  legal 
system. 

From  1980  until  1993,  the  number  of  drug  cases  prosecuted 
has  tripled.  But  that  is  only  the  tip  of  the  iceberg.  Most  rape, 
assault,  criminal  child  abuse  and  robbery  cases  involve  defen- 
dants who  were  high  on  alcohol  or  drugs  at  the  time  they 
committed  the  offenses  for  which  they  are  charged. 

Prosecutors  accept  pleas  just  to  get  rid  of  cases.  In  most  cities 
each  prosecutor  is  handling  caseloads  more  than  double  the 
American  Bar  Association-recommended  number  of  150  felo- 
nies a  year. 

Judges  are  demoralized.  Corporate  lawyers  who  gave  up 
their  practices  to  become  federal  judges  looked  forward  to 
trying  high-visibility  anti-trust  and  securities  cases.  They  now 
find  themselves  sentencing  one  drug  offender  after  another, 
often  seeing  the  same  prisoner  return  two  or  three  times  for  the 
same  offenses. 
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The  federal  and  state  civil  court  systems  are  suffering  1 
the  pressure  of  criminal  cases  prompted  by  drug  and  ale 
abuse.  In  1991,  the  civil  jury  system  was  closed  down  in  c 
states  for  at  least  part  of  the  year  to  free  up  judges  and  c 
resources  to  meet  the  speedy  trial  requirements  of  crirr 
cases. 

The  collapse  of  the  judicial  system  poses  a  threat  to 
democracy.  America  is  an  increasingly  bureaucratic  soc 
where  the  individual  can  easily  become  a  number  before 
governments,  big  banks  and  big  private  institutions.  The  co 
are  the  one  branch  of  government  where  a  citizen  can  go  t< 
treated  as  an  individual.  If  someone  is  angry  enough  to  i 
feels  abused  enough  by  some  action  to  hire  a  lawyer  and  fil< 
action  in  a  civil  court  and  then  cannot  have  his  grievance  he 
on  a  timely  basis,  society  is  clamping  a  lid  on  a  head  of  ste 
that  may  eventually  burst  out  in  a  destructive  way. 


The  most  vulnerable  victims  of  the 
overcrowded  judicial  system  are  those 
caught  up  in  the  juvenile  and  family  courts 
Originally  designed  to  save  the  children  wh 
went  astray  and  repair  shattered  families, 
they,  too,  have  been  overwhelmed  by  cases 
involving  alcohol  and  drug  abuse. 


The  most  vulnerable  victims  of  the  overcrowded  judic 
system  are  those  caught  up  in  the  juvenile  and  family  coin 
Originally  designed  to  save  the  children  who  went  astray  a 
repair  shattered  families,  they,  too,  have  been  overwhelmed 
cases  involving  alcohol  and  drug  abuse. 

Eighty  percent  of  juveniles  arrested  admit  to  use  of  illej 
drugs,  more  than  half  of  them  before  reaching  age  13.  T 
murder  arrest  rate  among  10-  to  17-year-olds  has  risen 
rapidly— tripling  from  1983  to  1993— that  states  are  rushing 
treat  these  youngsters  as  adult  criminals,  denying  them  otht 
wise  available  rehabilitation  services. 

Family  courts  are  awash  with  the  ravages  of  alcohol  and  dn 
abuse.  Child  abuse  and  neglect  reports  have  tripled  in  the  p< 
decade,  reaching  three  million  in  1993.  The  National  Council 
Juvenile  and  Family  Court  Judges  estimates  that  substan 
abuse  is  a  significant  factor  in  up  to  90  percent  of  the  cases  th 
get  to  family  court.  Most  of  the  battering  of  some  four  rnilli< 
women  that  occurs  each  year  involves  drug  and  alcohol  abus 

THE  PRISONS 

The  United  States  of  America  has  more  prisoners  per  capi 
than  any  other  nation  in  the  industrialized  world — 455  p 
100,000,  compared  to  311  for  South  Africa,  111  for  Canada  ar 
42  for  Japan.  In  1993,  American  prisons  bulged  with  more  thi 
900,000  inmates. 

Some  80  percent  of  those  incarcerated  in  state  prisons  ai 
there  for  drug-  or  alcohol-related  crimes;  more  than  60  percei 


Victimology 


For  many  years,  crime  victims  were  not  considered  an 
important  topic  for  criminological  study.  However,  crimi- 
nologists now  consider  focusing  on  victims  and  victimiza- 
tion essential  to  understanding  the  phenomenon  of  crime. 
The  popularity  of  this  area  of  study  can  be  attributed  to  the 
early  work  of  Hans  von  Hentig  and  the  later  work  of 
Stephen  Schafer.  These  writers  were  the  first  to  assert 
that  crime  victims  play  an  integral  role  in  the  criminal 
event,  that  their  actions  may  actually  precipitate  crime, 
and  that  unless  the  victim's  role  is  considered,  the  study  of 
crime  is  not  complete. 

In  recent  years,  a  growing  number  of  criminologists 
have  devoted  increasing  attention  to  the  victim's  role  in 
the  criminal  justice  process.  Generally,  areas  of  particular 
interest  include  calculating  costs  of  crime  to  victims, 
victim  surveys  that  measure  the  nature  and  extent  of 
criminal  behavior,  establishing  probabilities  of  victimiza- 
tion risks,  studying  victim  precipitation  of  crime  and  cul- 
pability, and  designing  services  expressly  for  victims  of 
crime.  As  more  criminologists  focus  their  attention  on  the 
victim's  role  in  the  criminal  process,  victimology  will  take 
on  even  greater  importance. 

Articles  in  this  unit  provide  sharp  focus  on  key  issues. 
From  the  lead  essay,  "Criminal  Victimization  in  the  United 
States,  1992,"  we  learn  the  extent  to  which  citizens  experi- 
ence crime,  characteristics  of  crime  victims,  nature  of 
crime  incidents,  costs  of  crime,  and  police  response. 

The  negative  impact  that  crime  has  on  the  lives  of 
citizens  is  clearly  evident  in  "Crime's  Toll  on  the  U.S.:  Fear, 
Despair,  and  Guns." 


Should  women's  unique  perspectives  be  taken  into 
account  in  areas  of  legal  doctrine?  The  essay  "  'Til  Death 
Do  Us  Part"  explores  this  controversial  issue. 

Heidi  Vanderbilt's  article  "Incest:  A  Chilling  Report" 
provides  a  revealing  took  at  child  abuse  victims  and 
offenders. 

"Murdor  Next  Door"  describes  random  violence  that  is 
happening  to  our  neighbors  in  Canada.  Drive-by  shoot- 
ings and  brutal  robberies,  unheard  of  a  few  years  ago  in 
Canada,  are  on  the  rise. 

Returning  to  the  United  States,  the  concluding  article, 
"Battered  Women  and  the  Criminal  Justice  System," 
challenges  traditional  concepts  about  family  privacy  and 
presents  alternatives  for  the  criminal  justice  system's 
response  to  violence  in  the  home. 


Looking  Ahead:  Challenge  Questions 

What  lifestyle  changes  might  you  consider  to  avoid 
becoming  victimized? 

How  successful  are  crime  victims  when  they  fight  their 
assailants? 

According  to  "Criminal  Victimization  in  the  United 
States,  1992,"  how  many  crime  victims  are  there  in  the 
United  States?  What  are  the  trends  and  patterns  in 
victimization? 

Do  young  people  face  a  much  greater  victimization  risk 
than  do  older  people?  Why,  or  why  not? 

Does  marital  status  influence  victimization  risk?  Defend 
your  answer. 
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7.  Drugs,  Alcohol,  and  Violence 


of  those  in  federal  prisons  are  there  for  violation  of  federal  drug 
laws. 

For  the  first  time  in  1990 — and  in  every  year  since  then — the 
number  of  individuals  sent  to  prison  for  drug  crimes  exceeded 
the  number  sent  there  for  property  crimes.  And  most  of  those 
convicted  of  property  crimes  were  under  the  influence  of 
alcohol  or  drugs  at  the  time  of  commission  of  their  offense. 


If  we  do  not  act  across  society  to  attack 
substance  abuse  on  all  fronts — research, 
prevention  and  treatment — we  will  bear 
witness  to  the  collapse  of  our  individualized 
system  of  equal  justice  for  all. 


Most  prisoners  are  Dickensian  warehouses,  crowded  with  the 
mentally  ill  and  substance  abusers  and  addicts,  with  drugs  freely 
available  (often  sold  by  guards),  and  AIDS  and  tuberculosis 
rampant.  The  incidence  of  AIDS  in  federal  and  state  prisons 
was  362  cases  per  100,000  inmates  in  1992,  20  times  the  18 
cases  per  100,000  in  the  total  U.S.  population.  More  than  three- 
fourths  of  prisoners  are  addicted  to  cigarettes. 

PROBATION  AND  PAROLE 

The  time  when  probation  and  parole  officers  could  handle  their 
caseloads  and  help  their  wards  is  long  past.  In  Los  Angeles,  a 
probation  officer  can  have  1,000  cases  assigned  at  any  one  time. 
In  other  large  cities,  the  situation  is  similar.  Since  most  individ- 
uals on  probation  and  parole  have  drug  and  alcohol  addiction 


and  abuse  problems,  their  need  is  far  greater  than  the  proba- 
tioner or  parolee  of  50  years  ago. 

WHAT  WE  CAN  DO 

The  sorry  state  of  the  entire  criminal  justice  and  court  system  in 
America  has  led  CASA  to  embark  on  a  meticulous  analysis  of 
the  facts.  Who  is  in  American  prisons?  Who  sits  on  the  federal 
and  state  benches?  How  are  parole  and  probation  officers 
trained?  What  happens  in  prisons?  Are  treatment  programs 
available— and  if  so,  how  effective  are  they? 

It  is  our  intention  over  1994  and  1995  to  set  out  before  the 
American  people  the  cost  of  all  substance  abuse  to  our  legal 
system — including  criminal,  civil,  juvenile  and  family  courts; 
prisons  and  juvenile  homes;  probation  and  parole;  health  care; 
quality  of  judges  and  lawyers;  and  taxpayer  dollars.  No  such 
analysis  has  been  attempted.  It  is  CASA's  belief  that  once 
presented  with  the  facts  and  costs,  the  American  people  can  be 
moved  to  take  action. 

Many  of  the  problems  in  the  legal  system  lie  outside  it.  Just  as 
American  health  care  is  too  important  to  be  left  to  the  doctors, 
and  war  too  important  for  the  generals,  so  the  legal  system  is 
too  important  to  our  democratic  way  of  life  to  be  left  to  the 
lawyers. 

One  thing  is  clear:  if  we  do  not  act  across  society  to  attack 
substance  abuse  on  all  fronts— research,  prevention  and  treat- 
ment— we  will  bear  witness  to  the  collapse  of  one  of  the  four 
pillars  of  our  democracy,  an  individualized  system  of  equal 
justice  for  all.  And  if  the  judicial  branches  cannot  function 
effectively,  at  the  federal  level  and  in  the  states,  the  other 
three  pillars— the  executive  branches,  the  legislatures  and  the 
free  press— will  lose  an  essential  source  of  nourishment  and 
protection. 
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CPR 
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Legal  Aspects  of  First  Respond er  Care 


STANDARD  OF  CARE.  Every  First  Responder  is  trained  to  provide  the  minimum  accepted  care.  In  similar  situa- 
tions, the  care  provided  by  two  different  First  Responders  having  the  same  experience  should  be  equal. 


DUTY  TO  ACT.  Some  First  Respond-    ACTUAL  CONSENT.  The  conscious,  IMPLIED  CONSENT.  When  the 

ers  have  a  duty  to  help  victims  of      mentally  competent  adult  must  adult  is  unable  to  give  actual  con- 

an  emergency.  -  -  grant  informed  consent.  The  pa-  sent  the  law  assumes  that  he 

tient  may  refuse  care.  would. 


IMMUNITY.  In  some  states,  protec-  ABANDONMENT.  Once  care  is  initi-  NEGUGENCE.  If  there  is  a  duty  to 

tion  from  liability  is  granted  if  the  ated,  the  rescuer  assumes  respon-  act,  the  care  is  improper,  and  in- 

rescuer  acts  in  good  faith  to  de-  sibility  until  relieved  by  equally  or  jury  results,  the  rescuer  may  be 

liver  the  standard  of  care.  more  highly  trained  personnel.  held  liable. 


Major  Body  Organs 


Lung 


Liver 

Gallbladder 
Kidney 

Large  intestine 


Bladder 


SOUD 
ORGANS 


HOLLOW 
ORGANS 


Stomach 


Kidneys 


Gallbladder 
Duodenum 


Large 
intestine 

Small 
intestine 


Bladder 


Heart 

Diaphragm 
Spleen 

Stomach 
Pancreas 
Small  intestine 


The  Head-to-Toe  Examination 


NOTE:  The  head-to-toe  examination  applies  to  both  the  focused  assessment  and  the  de- 
tailed assessment. 


Clearing  the  Airway — Unconscious  Infants 


1 .  Determine  unresponsiveness.  Position  the  patient.     2.  Open  the  airway.  Establish  breathlessness. 


7.  Reattempt  ventilations  and,  if  necessary,  repeat 
the  sequence  of  back  blows,  abdominal  thrusts,  re- 
moving visible  objects,  and  ventilations. 


Two-rescuer  CPR 


1  •  Determine  unresponsiveness. 
Alert  EMS.  Reposition. 


(5  •    *  i 


2.  Open  the  airway.  Look,  listen, 
feel  for  3-5  seconds. 


3.  Ventilate  twice  (1 .5  to  2.0  sec- 
onds per  breath). 


4.  Determine  pulselessness  (no  5-  Say 
pulse).  Locate  CPR  compression  sions. 


No  pulse."  Begin  compres-    6.  Check  compression  effective- 
ness. Deliver  five  compressions  in 


site. 

/. 

3-4  seconds  (80-1 00  per  minute). 

'.  ' 

■  • 

'.  ' 

8.  Continue  with 

v  ^*  ■ 

•  w';         -  -. 

one  ventilation 

•  \  '-   i "  i 

W-.  . 

every  five 
compressions. 

f.  .7, 

7.  Ventilate  once  (1 .5  to  2.0  sec- 
onds). Stop  for  mouth-to-mask 
ventilation. 


9.  After  ten  cycles,  reassess 
breathing  and  pulse.  No  pulse- 
say  "Continue  CPR."  Pulse — say 
"Stop  CPR." 


NOTE:  Assess  for  spontaneous  breathing  and  pulse  for  5  seconds  at  the  end  of  the  first 

minute,  then  every  few  minutes  thereafter. 
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CPR  Summary-Adult  Patient 


ONE  RESCUER 


FUNCTIONS 


TWO  RESCUERS 


Establish  unresponsiveness 

If  there's  no  response,  call  91 1 

Position  patient 

Open  airway 

Look,  listen,  and  feel 

(for  3-5  seconds)  


•  Deliver  2  breaths  (1  Vz-2  sec 
each).  If  unsuccessful,  reposi- 
tion head  and  try  again.  Clear 
airway  if  necessary. 


•  Check  carotid  pulse. . . 
(5-10  seconds) 

If  no  pulse. . . 

•  Begin  chest  compressions 


DELIVER  COMPRESSIONS 


1 V2-2  inches 
80-100/min 
(15/9-11  sec) 


1 V2-2  inches 
80-1 00/min 
(5/3-4  sec) 


DELIVER  VENTILATIONS 
10-12  breaths/min 


15:2 


5:1 

(Pause  to  allow 
ventilations) 


•  Do  4  cycles 

•  Check  pulse 


•  Ventilator 
checks 
effective- 
ness 


CONTINUE  PERIODIC  ASSESSMENT 


Changing  Positions 


Compressor — signal  to 
change;  provide  5 
compressions 
Ventilator — 1  ventilation 


New  ventilator 
checks  pulse. 
If  no  pulse,  says 
"No  pulse,  continue." 


Continue  CPR  sequence 


Methods  of  Controlling  Bleeding 


CPR  FACT  SHEET 


ONE  RESCUER 


ADULT  (>8) 
CHILD  (1-8) 
INFANT  (<1) 


15:2 

5:1 

5:1 


TWO  RESCUER 
5:1 
5:1 
NONE 


RATE/MIN. 
80-100 
100 
At  Least  100 


DEPTH 
1.5-2" 
1-1.5" 
.5-1" 


RESCUE  BREATHING  ONLY: 

ADULT:  12  Breaths  Per  Minute 
CHILD:  20  Breaths  Per  Minute 
INFANT:  20  Breaths  Per  Minute 


CHOKING 

CONSCIOUS 

ADULT:  Abdominal  Thrusts  5  /  Evaluate  /  Repeat  if  necessary 
CHILD:  Abdominal  Thrusts  5  /  Evaluate  /  Repeat  if  necessary 
INFANT:  Back  Blows  5  /  Chest  Thrusts  5  /  Evaluate  /  Repeat  if  necessary 

UNCONSOOUS  (NOTIFY  EMS  AS  SOON  AS  UNCONSCIOUS) 

ADULT:  Abdominal  Thrusts  5  /  Finger  Sweep  /  Ventilation  Attempts  *  /  Repeat 
(USE  CHEST  THRUSTS  ON  OBESE  PEOPLE  /NO  PREGNANT  WOMEN) 

CHILD:  Abdominal  Thrusts  5  /  Look  &  Sweep  (only  if  visible)  /  Ventilation 

Attempts  *  /  Repeat 

INFANT:  Back  Blows  5  /  Chest  Thrusts  5  /  Look  &  Sweep  (only  if  visible)  / 

Ventilation  Attempts  *  / 
Repeat 

*  IF  FIRST  VENTILA  TION  DOES  NOT  ENTER  L  UNGS,  REPOSITION  HEAD  AND 

A  TTEMPT  VENTILA  TION  A  GAIN. 


CPR  Protocol 


1. 


SCAN  AREA 


Is  it  safe  for  me? 

What  precautions  must  I  take  right  now"1 
Mask  /  Shield  Device 
Gloves 


2 


DETERMINE  UNRESPONSIVENESS 

Adults: 


Gently  Shake 
Sternal  Rub 
Children  /  Infants: 
Loud  Shout 
Stimulate  Extremities 


3.  ADULT  PATIENTS  ONLY:  Notify  EMS  if  not  done  so  already. 

(with  children  and  infants  go  on  with  procedure) 

4.  OPEN  THE  AIRWAY!  Is  the  patient  breathing?  (LOOK  -  LISTEN  -  FEEL) 

Head  Tilt  /  Chin  Lift 


5.  DELIVER  TWO  VENTILATIONS 

Slow  &  Easy  Breaths  sufficient  to  raise  the  chest 
(1.5  to  2  seconds  each) 

6.  CHECK  FOR  PRESENCE  OF  PllLSE 

Adults  &  Children:  Carotid  Artery  (neck) 
Infants:  Brachial  Artery  (upper  arm) 

7.  IF  NO  PULSE  IS  PRESENT:  BEGIN  COMPRESSIONS 

Adults  &  Children: 

Landmark:  2  fingers  width  above  notch  at  bottom  of  Sternum. 

Infants: 

Landmark:  one  finger  width  below  nipple  line 


8.        RE-ASSESS  AFTER  ABOUT  ONE  MINUTE 

In  Children  and  Infant  cases  notify  EMS  at  this  point. 


Modified  Jaw  Thrust  Maneuver  for  trauma  /  neck  injuries 


Adults:  2  Hands 


Child:  One  Hand 


Infants:  2  Fingers 


One-Rescuer  CPR 


5.  No  pulse  (5-1 0  seconds). 


6.  Locate  compression  site. 


7.  Position  your  hands. 


8.  Begin  compressions. 


9.  Ventilate  twice. 


Cycle  =  2  ventilations 
every  1 5  compressions. 


NOTE:   If  alone  with  an  unresponsive  infant  or  child,    1 0.  Recheck  pulse  after  4  cycles,  then  every  few 

provide  one  minute  of  CPR  before  calling  EMS  dispatch,  minutes. 


3b  /? 


Initial  Assessment  and  Basic  Life  Support 


Developing  Shock 


I .  Increased  pulse:  1 00+. 


3.  Restlessness  or  combativeness. 


'^\'^'.^'-'' '  • 

H  V 

5.  Thirst  weakness,  and  nausea. 


2.  Increased  breathing  rate. 


4.  Skin  changes  and  sweating. 


6.  Rapid,  weak  pulse;  labored,  weak  respirations. 


V>i.r.-.- 


7.  Loss  of  consciousness.  8.  Clinical  death  may  occur. 


/ 


Care  for  Soft-Tissue  Injury:  The  Head 


Scalp. 

Control 
Weeding, 
dress,  and 
wrap  with 
roller  ban- 
dage. 


Cheek. 

Ensure  air- 
way, remove 
impaled  ob- 
ject, and 
control 
bleeding. 
Dress  and 
bandage  the 
external 
wound. 

Eye 
burns. 

Wash  chemi- 
cal burns  (20 
minutes). 
Loosely  dress 
heat  burns. 
Apply  dark 
patches  for 
light  burns. 


Ear 

wound. 

Do  not  pack 
canal.  Dress 
and  ban- 
dage. 


Facial. 

Ensure  air- 
way, control 
bleeding, 
dress,  and 
wrap  with 
roller  ban- 
dage. 


Debris  in 
eye. 

If  eye  is  not 
cut,  wash 
objects  from 
surface. 


Impaled 
objects 
in  the 
eye. 

Stabilize  the 
object  and 
apply  rigid 
protection. 


Nose- 
bleed. 

Pinch  nostrils 
shut. 


Examples  of  General  Dressing  and  Bandaging 


Forehead  (no  skull  injury  )  or  ear.  Place 
dressing  and  secure  with  self-adherent  roller  bandage. 


Forearm  or  leg.  Place  dressing  and  secure  with 
roller  bandage,  distal  to  proximal.  Better  protection  is 
offered  if  palm  or  sole  is  wrapped. 


Shoulder.  Place  dressing  and  secure  with  figure 
eight  of  cravat  or  roller  dressing.  Pad  under  knot  if 
cravat  is  used. 


Elbow  or  knee.  Place  dressing  and  secure  with 
cravat  or  roller  bandage.  Apply  roller  bandage  in  fig- 
ure eight  pattern. 


Hand.  Place  dressing,  wrap  with  cravat,  and  secure 
at  wrist.  Use  same  pattern  for  roller  bandage. 


Hip.  Place  bandage  and  large  dressing  to  cover  hip 
Secure  with  first  cravat  around  waist  and  second  cra- 
vat around  thigh  on  injured  side. 


Altered  Mental  States — Seizures 


The  most  common  form  of  seizure  seen  by  the  First  Responder  is  caused 
by  the  condition  known  as  epilepsy.  Epileptic  seizures  may  produce  con- 
vulsions (grand  mal  seizure)  or  they  may  not  produce  convulsions  or  any 
other  outward  sign  of  a  problem  (petit  mal  seizure).  Abnormal  brain  activ- 
ity causes  an  attack  to  occur  in  individuals  having  the  disorder.  This  is  an 
organic  disorder,  not  a  mental  illness. 

First  Responders  are  seldom  involved  with  the  less  serious  form  of 
epilepsy  (petit  mal).  Convulsions  and  other  outward  signs  are  not  appar- 
ent in  a  petit  mal  seizure.  The  patient  has  a  sudden,  but  short,  loss  of 
consciousness  during  which  he  may  appear  dazed  and  usually  has  a  loss 
of  speech.  It  is  quite  common  for  this  type  of  seizure  to  go  unnoticed  by 
everyone  but  the  patient.  As  a  First  Responder,  you  should  be  more  con- 
cerned with  those  seizures  that  produce  convulsions. 

1st  Signs  and  Symptoms  In  cases  of  severe  seizures,  such  as  the 
grand  mal  epileptic  seizure,  any  or  all  of  the  following  may  be  present: 

•  Sudden  loss  of  consciousness  with  the  patient  falling  to  the  ground 

•  The  patient  may  report  a  bright  light,  bright  colors,  or  the  sensation  of 
a  strong  odor  prior  to  losing  consciousness. 

•  The  patient's  body  will  stiffen. 

•  Sometimes  the  patient  will  temporarily  stop  breathing  and  lose  blad- 
der and  bowel  control. 

•  The  patient  will  go  into  convulsions,  jerking  all  parts  of  the  body. 
Breathing  will  be  labored  and  there  may  be  frothing  at  the  mouth. 

•  After  convulsions,  the  patient's  body  completely  relaxes. 

•  The  patient  becomes  conscious,  but  is  very  tired  and  confused.  The 
patient  may  complain  of  a  headache. 

1  st  Emergency  Care  The  basic  emergency  care  for  seizures  produc- 
ing convulsions  is  to: 

1 .  Place  the  patient  on  the  floor  or  the  ground. 

2.  Loosen  restrictive  clothing. 

3.  Do  not  try  to  hold  the  patient  still  during  the  convulsions.  Your  pri- 
mary job  as  a  First  Responder  is  to  protect  the  patient  from  injury 
(Figure  14-5).  Keep  the  patient  from  striking  any  nearby  objects. 

4.  After  convulsions  have  passed,  keep  the  patient  at  rest,  with  the  head 
positioned  to  allow  for  drainage  in  case  of  vomiting. 

5.  Protect  the  patient  from  embarrassment  by  asking  onlookers  to  give 
the  patient  some  privacy. 

6.  If  the  patient  says  that  this  is  the  first  attack,  alert  the  EMS  system 
dispatcher.  If  the  patient  is  aware  of  the  problem  and  has  had  other 
attacks,  ask  if  you  may  phone  the  patient's  doctor.  It  is  possible  that 
the  doctor  may  wish  to  see  the  patient,  change  medications,  or  have 
the  patient  transported  to  a  medical  facility.  Remember,  the  patient 
has  the  option  to  refuse  additional  care. 

After  any  seizure,  it  is  best  to  keep  the  patient  at  rest.  Provide  emo- 
tional support  for  the  patient  and  witnesses.  If  you  arrived  after  the 
seizure,  perform  a  focused  history  and  physical  exam  to  check  for  in- 
juries. Call  the  EMS  system  dispatcher.  Should  the  patient  refuse  addi- 
tional care,  strongly  recommend  that  he  wait  to  be  examined  by  the 
EMTs.  Should  the  patient  refuse  to  wait,  caution  against  driving  a  car  or 
operating  any  machinery.  If  need  be.  arrange  for  transportation  so  that 


Seizure — in  general,  any 
event  in  the  brain  that 
causes  uncontrolled 
muscle  contractions 
(convulsions) 
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FIGURE  14-5 

During  a  seizure,  protect  the 
patient  from  injury. 

the  patient  will  not  attempt  to  drive.  If  you  are  a  police  officer  or  an  indus- 
trial First  Responder,  follow  standard  procedures  in  regard  to  letting  the 
patient  drive  or  operate  machinery. 

NOTE:  You  may  have  heard  that  you  should  place  an  object  between  the 
teeth  of  a  convulsing  patient.  This  is  very  poor  practice.  Many  objects  can 
be  broken  and  obstruct  the  patient's  airway  (for  example,  a  pencil).  Most 
agencies  studying  convulsions  do  not  report  favorably  on  the  use  of  bite 
sticks.  Beware  of  placing  objects  such  as  a  small  wallet  between  the  pa- 
tient's teeth.  It  is  possible  for  a  convulsing  patient  to  swallow  rather  large 
objects.  Never  force  anything  into  a  convulsing  patient's  mouth.  Never 
place  your  fingers  into  the  patient's  mouth  during  a  seizure. 


1.  Keep  the  patient's  head  straight.  Do  not  tilt  the  head. 

2.  Clean  away  any  mucus  or  encrusted  materials  found  on  the  neck 
opening  or  breathing  tube.  Do  not  remove  the  breathing  tube. 

3.  Use  the  same  procedures  as  in  mouth-to-mouth  or  mouth-to-mask  re- 
suscitation, except: 


FIGURE  5-14 

For  mask-to-stoma  ventila- 
tions, use  a  pediatric-sized 
pocket  face  mask. 


Do  not  pinch  the  patient's  nose  closed. 

Place  your  mouth  directly  over  the  patient's  stoma  instead  of  the 
mouth  or  nose,  if  using  the  mouth -to- stoma  technique.  Remem- 
ber, this  will  increase  your  risk  of  exposure  to  infectious  diseases 
since  you  will  be  in  contact  with  the  patient's  mucus. 
Place  the  mask  or  barrier  device  on  the  neck  over  the  stoma  and 
breathe  through  the  chimney  or  one-way  valve  to  ventilate  the 
patient. 
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COMMUNICATIONS 
FOR  THE 
NINETIES 


COMMON  SENSE  COMMUNICATIONS 
10  WILLOWBROOK  ROAD 
FRAMINGHAM,  MA  01702 
508.879.5353       FAX  508.879.4436 


To  all  students; 


Welcome  to  the  "Communications  for  the  90's  Course."  The  purpose  of  the  course  is  to 
develop  and  heighten  your  awareness  to  the  various  dynamics  that  all  are  part  of 
communicating  clearly.  Communicating  so  that  things  are  understood  and  get  done 
the  way  you  want  them  to  get  done. 

In  the  course  we  will  cover  a  lot  of  material  focusing  on  communications  from  two 
points  of  view  ~  what  we  say  and  the  factors  that  effect  what  we  say  and  how  we 
listen  and  the  factors  that  effect  our  listening  skills. 

Most  of  us  perceive  that  we  are  all  great  communicators.  Sometimes  we  are.  Often  we 
are  not  -  many  times  because  we  are  unaware  that  something  we  unconsciously  do  or 
say  is  a  roadblock  to  communications.. 

This  course  will  help  identify  some  of  these  roadblocks  and  outline  what  can  be  done 
to  overcome  them. 

To  try  to  immediately  implement  everything  we  will  cover  during  the  course  is 
impossible.  But,  most  of  what  we  will  cover  can  be  incorporated  into  your  everyday 
communications  skills  by  taking  them  on  one  or  two  at  a  time 

Your  participation  in  class  exercises  is  appreciated  and  feel  free  to  ask  questions  at 
any  time. 

I  look  forward  to  meeting  you  at  the  course. 


Sincerely, 


Anthony  J.  Matejczyk 
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Communication  is  two  way 
-  Speaking 
•  Listening 

•  More  than  hearing  —  understanding 
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Elements  of  Oral  Communications 

*  Set  an  objective  to  achieve  desired  result: 

•  Action  requires   

•  Understanding  requires   

•  Answers  require   

•  Other  objectives????  require   


Elements  of  Oral  Communications 
•  Analyze  the  audience 

•  Groups  different  than  individuals 

•  Bosses  different  than  subordinates 

•  Others??? 
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Elements  of  Oral  Communications 
•  Analyze  the  surroundings 
•  Why? 


Elements  of  Oral  Communications 
•  Analyze  the  situation 

*  Is  time  a  factor? 

•  What  are  other  dynamics? 
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Elements  of  Oral  Communications 
•  Language 

•  $10  words  yield  20  results 


Elements  of  Oral  Communications 
•  Tone  of  Voice 

•  Five  ways  to  say  "What's  your  problem?" 


Elements  of  Oral  Communications 
•  Attitude 
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Elements  of  Oral  Communications 
•  Perceived  attitudes 

•  Perception  is  reality! 


Elements  of  Oral  Communications 
•  Your  hidden  agenda 

•  We  are  what  we  are  and  we  have  to  recognize  it 


Elements  of  Oral  Communications 
*  Speed 

•  Too  fast? 

•  Too  slow? 
•What's  right? 
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Elements  of  Oral  Communications 

•  Volume 

•  Mood 

•  Focus 

•  Eye  contact 

•  Verbal  content 

•  Posture 
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Short  cut  to  communicating  clearly 

•  Never  try  to  make  more  than  one  to  four  points  -  fewer  the  better 

•  Keep  it  clear  and  simple  -  don't  muddy  the  waters 

•  Keep  it  short 

•  Repeat  what's  important  at  least  twice 

•  If  appropriate  ask  to  have  it  repeated  back  to  you 

•  Ask  if  there  are  any  questions 


COMMON  SENSE  COMMUNICATIONS 


#8 


Elements  of  Listening 

•  Listening  is  more  than  hearing  it's  comprehending/  understanding 


Elements  of  Listening 
•  Focus 

•  Make  a  conscious  choice  to  listen  or  you  make  no  choice 


•  Interest 


Posture 
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Elements  of  Listening 

•  Eye  Contact 

•  Interruptions  (how  to  bring  others  into  the  conversation) 

•  Eye  contact 

Elements  of  Listening 

•  Real  listening  requires  participation  (questions/comments) 


Elements  of  Listening 

•  Dealing  with  the  difficult 

•  The  fire  hose  -  listen  but  don't  speak 

•  The  mummy  -just  keep  asking  questions 

•  The  disinterested   -  you  must  assume  command 
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Magic  words  of  communication 

•  "How  may  I  help  you?" 

•  "What's  your  opinion?" 

•  "What  are  your  thoughts?" 

•  "How  would  you  do  it?" 

•  What  do  you  think  of  this?" 


Silent  Communications 

•  Louder  than  words 

The  way  you  act,  dress,  focus,  participate 


Never,  never,  never  "assume"  whether  listening  or  speaking 
"I  assumed  you  knew"  is  never  the  right  answer 
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Written  Communications 

•  Nothing  has  ever  replaced  the  simple  declarative  sentence 

•  Subject  -  verb  -  adjective 

•  Save  time  by  spending  time  organizing  your  thoughts 
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Dealing  with  difficult  people 
•  Who  are  they? 

•  The  confronter 

•  Ranter  and  raver 

•  Mr.  or  Ms  sarcastic 

•  I  know  it  all 

•  The  whiner 

-  The  always  agreeable 

•  The  indecisive 

•  It'll  never  work 

•  The  BS  artist  -  (smoke  and  mirrors) 

•  No  response  -  no  feedback  -  no  nothing 
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Dealing  with  difficult  people 
•  Your  options 

•  Do  nothing,  just  take  it 

•  Walk  away 

•  Change  something  -  usually  your  behavior 


Dealing  with  difficult  people 
•  How?? 

•  No  one  cooperates  with  those  who  seems  to  be  against  them 

•  Get  on  their  side 

•  Clarify  or  restate  their  objections/  problems  etc 

•  "So  what  you  mean  is...." 

•  Blend  what  you  want  with  what  they  say  are  their  objections 

•  It's  called  compromise 

-  Caution  -  if  you  must  WIN  you'll  lose 
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EN  GARDE 

*  What  to  do  when  verbally  attacked 

•  Don't  counterattack  -  hold  your  ground 

•  Don't  shut  down 

•  Facing  a  "firehose"  repeat  the  person's  name,  ma'am  or  sir 

•  When  you  gain  control  backtrack  over  what  caused  problem 

•  Say  "The  way  I  see  it  is,"  ending  with  "How  do  you  see  it?" 

•  Avoid  "seagull  responses"  fly  in,  make  noise,  leave  a  mess 
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So  now  what?  or  how  to  make  it  all  work 
•  Everybody  is  different 

•  Try  out  what  is  comfortable  for  you 

•  Pick  two  things  to  work  on  right  now! 

•  Add  one  or  two  every  week 

•  Never  expect  perfection 


JUST  DO  IT.... 


AT  LEAST  GIVE  IT  A  TRY.. 


